Catheter-related infections
The recent study on "catheter-related infections" is interesting. [1] Gahlot et al. noted that "catheter-related bloodstream infection (CRBSI) is the commonest cause of nosocomial bacteremia [1] " and "institution of continuous quality improvement programs, education, and training of health care workers, and adherence to standardized protocols for insertion and maintenance of intravascular catheters significantly reduced the incidence of catheter-related infections and represent the most important preventive measures. [1] " Whether the CRBSI is the commonest cause of nosocomial bacteremia should be discussed. According to a recent report by Orosi, the most common kind of nosocomial bacteremia is relating to respiratory tract infection not blood stream infection. [2] To manage CRBSI is very important. Good prevention and control program for this problem must be implemented in each hospital. [3] Nevertheless, the standard protocols in use and quality accreditation system should be reassured for the effectiveness. Helmick et al. recently noted that "current mandated self-reported compliance and audit measures" are poorly correlated with "decreased catheter-related bloodstream infection. [ Dear Editor, In descending necrotizing mediastinitis (DNM), mortality rate is high, that is, 19-47% even with surgery and intensive Extensive descending necrotizing mediastinitis can be managed conservatively care. [1] However, we were able to treat extensive DNM conservatively with antibiotics and chest tube drainage alone without any surgical procedure in a 40-year-old
Letters to the Editor male who presented in the emergency department with chest pain, hoarseness, odynophagia, dyspnea, and cough. It started 7 days back with sore throat with fever. Examination revealed a swelling in the posterior pharyngeal wall and on right side of the neck. He had vocal cord palsy on right side. The computed tomography (CT) chest showed air and fluid pockets in the mediastinum and right pleural cavity [ Figure 1 ]. The patient was put on chest tube drainage and intravenous (IV) antibiotics (ceftriaxone, metronidazole, and aminoglycoside). Before the decision for surgery was finalized, the patient felt improvement symptomatically; and thus refused to give consent for surgery. He showed continuous improvement on conservative management and got discharged after a month. Around 1,600 ml of pus in total was drained.
Descending mediastinitis is a dreaded condition and in the presence of comorbid conditions like diabetes, immunocompromized state, hereditary or acquired, or chronic illness; mortality rate is as high as 67%. [2] For reasons unknown, it has a male preponderance with male to female ratio of 6:1. [2] Hamman's sign (systolic crunch over the precordium) may be present. In complicated cases; evidence of sepsis, pleural effusion, empyema, pericarditis, and cranial nerve palsy may be found. Diagnosis is based on Estretra et al.'s, [1] criteria: (i) Severe oropharyngeal infection, (ii) X-ray features of mediastinitis, (iii) necrotizing mediastinal infection at operation or at postmortem, and (iv) relationship between the DNM and the oropharyngeal infection.
Most cases of DNM are limited to the upper mediastinum and can be adequately drained by a transcervical approach. Formal thoracotomy should be reserved for cases extending below the plane of the tracheal bifurcation. [3] The key to conservative management in our patient was natural drainage of mediastinum. Chest tube drainage alone is not recommended, but it can be tried along with intensive care in situations where either patient refuses for surgery or the surgical expertise is not immediately available.
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